We examined a national sample of African American, white, Hispanic, and Asian American respondents 
were discourteous to minorities. These factors led to racial and ethnic disparities in access and utilization of quality health services, distrust of the medical care system among racial and ethnic minorities (LaVeist, Nickerson, and Bowie 2000b) , and contributed to racial disparities in health status (LaVeist, Bowie, and Cooley-Quille 2000a; Smith 1999) .
To remedy this situation, calls for increases in the numbers of minority healthcare providers were met with the establishment of affirmative action programs which increased the numbers of minority physicians in the workforce (Carlisle et al. 1998; Libby et al. 1997) . Evaluations of the impact of such policies have largely been limited to examinations of trends and patterns in minority physician production (Libby et al. 1997 ) and studies of the practice settings where minority physicians work (Cantor et al. 1996) . For example, in a study of California-based physicians, Komaromy et al. (1996) demonstrated that black and Hispanic physicians were more likely than their white counterparts to care for black, Hispanic, and low income patients. Likewise, Moy and Bartman's (1995) national sample found that minority physicians were more likely to care for minority, medically indigent and sicker patients. Other studies have reported similar findings (Xu et al. 1997; Keith et al. 1985; Lloyd and Johnson 1982; and Rocheleau 1978) .
A related area of inquiry that has received some attention is the degree to which race plays a role in patients' selection of their healthcare providers. Gray and Stoddard's (1997) analysis of the National Medical Expenditure Survey showed that minority patients were significantly more likely to have a minority physician. However, while this study demonstrated a pattern, it was not able to determine if patients were selecting physicians as a matter of preference or if they had selected minority physicians because they were the only providers available in their communities. Saha et al. (2000) was able to overcome that shortcoming, demonstrating that black, white, and Hispanic patients sought care from physicians of their own race because of personal preferences and language, and not solely because of limited options. Bertakis (1981) found that minorities do not express a preference for the race of their physician. However, it is well documented that minority physicians are more likely to practice in minority communities (Moy and Bartman 1995) , and, when available, people tend to select physicians of their same race (Saha et al. 2000) . Whether or not patient outcomes are affected by doctor-patient race concordance is less clear. We could identify only a handful of studies that have attempted to address this question (Chen et al. 2001; Cooper-Patrick et al. 1999; Saha et al. 1999) . Cooper-Patrick et al. (1999) conducted a telephone survey of 1,816 African American and white adults who were recent patients of a primary care practice to examine patient assessments of their physician's participatory decision-making style. Their analysis found that patients who were race concordant with their physician rated their visits as significantly more participatory than patients who were race discordant. Saha et al. (1999) found that African American race concordant patients were more likely to rate their physician as excellent and were more likely to report receiving preventive care and needed medical care. Chen et al. (2001) failed to find a race difference in utilization of cardiac catheterization by race concordance.
While the empirical support for a direct effect of doctor-patient race concordance on patient outcomes is limited, the impact of patient's subjective ratings of satisfaction on health-related outcomes is better understood. Standardized surveys of patient satisfaction have gained wide acceptance as a key component of healthcare quality assessment and healthcare system performance (Scanlon et al. 2001; Harris-Kojetin et al. 2001; Cleary and McNeil 1988; Mukamel and Mushlin 2001; Simon and Monroe 2001) . Satisfaction ratings are used by individual healthcare consumers and by employers as an aide in choosing health plans and providers (Crofton, Lubalin, and Darby 1999 ) and as such can indirectly impact the financial viability of a medical practice (Binderman 200 1) .
In addition to its intrinsic importance for individual healthcare consumers and thirdparty payers, patient satisfaction is also an important determinant of health-related outcomes, such as health services utilization (Zastowny, Roghmann, and Cafferata 1989; Roghmann, Hengst, and Zastowny 1979) , decision to switch to another health plan (Murray et al. 2000; Allen and Rogers 1998; Hennelly and Boxerman 1983; Sorensen and Wersinger 1981) , compliance with medical regimen (Smith et al. 1987) , and decision to initiate malpractice suits (Penchansky and Macnee 1994) . Litt and Cuskey (1984) demonstrated that adolescents who reported greater satisfaction after an initial doctor visit were significantly more likely to keep their follow-up appointment compared with less satisfied patients. Subsequent studies of the effect of patient satisfaction on appointment keeping have confirmed this relationship (Freed et al. 1998; Carlson and Gabriel 2001; Ivanov and Flynn 1999) .
Newcomer, Preston, and Harrington (1 996) found that satisfaction with perceived physician quality and interpersonal satisfaction with the provider reduced the risk of health plan disenrollment (switching to another health plan during the open enrollment period). Schlesinger, Druss and Thomas (1999) conducted a large (n = 20,283) national study of employees from three corporations and found that 5 8 4 3 percent of healthy respondents in fee-for-service plans who expressed dissatisfaction with their care elected to switch health plans during the open enrollment period. Other studies have also demonstrated a relationship between satisfaction and disenrollment from health plans (Murray et al. 2000; Allen and Rogers 1998; Hennelly and Boxerman 1983; Sorensen and Wersinger 198 1) . Additionally, patients who report greater satisfaction with their care are more likely to comply with the prescribed medical regimen (Hall and Dornan 1990; Smith, Ley, and Seale 1987) and less likely to initiate a malpractice suite in the event of an adverse medical outcome (Moore, Adler, and Robertson 2000; Penchansky and Macnee 1994) . Although the literature addressing these issues is small and not well developed, the available studies present compelling findings that further suggest an important role for patient satisfaction in research on health behavior and healthcare policy.
The present study expands on previous findings in several respects. We explore predictors of doctor-patient race concordance, a phenomenon that has not been adequately studied in medical sociology. Additionally, our analyses go beyond examining race concordant versus discordant doctor-patient pairs to examine patient satisfaction within each available doctorpatient racial and ethnic pairing. Finally, we further explicate the consequences of efforts to increase minority health care providers and suggest consequent policy implications.
METHODS
Data for this study come from the 1994 Commonwealth Fund Minority Health Survey (Hogue and Hargraves 2000) . The Minority Health Survey is a nationally representative sample of adults 18 years of age and over residing in households with telephones within the 48 contiguous United States. Interviews were conducted via telephone using randomdigit dialing. African Americans, Hispanics, and Asian Americans were over-sampled in the Minority Health Survey. The present analysis examines the sub-sample of 2,720 respondents who reported having a usual source of care (910 whites, 745 blacks, 676 Hispanics, and 389 Asian Americans). Because of over-sampling of minority respondents, all analyses of the full sample will incorporate sampling weights. The weights will maintain the representative nature of the sample. However, weights will not be used for race-specific analyses.
Outcome Variables
The first set of analyses examine factors associated with race concordance, and the second set of analyses examine patient satisfaction. Race concordance was specified as a binary variable indicating that the respondent's race is concordant with the race of their physician. Patient satisfaction is a five-item index. The individual items that make up this index ask how good a job your doctor does at: (1) proving good health care, (2) treating you with dignity, (3) making sure you understand what you've been told, (4) listening to your health problems, and (5) being accessible by phone or in-person. The item response codes were a 4-point scale ranging from poor to excellent. These items were combined to form an index by averaging across the items, resulting in a patient satisfaction summary score ranging from 1 to4.
Independent Lfzriables
In analysis examining race concordance, patient's racelethnicity and physician choice were the primary independent variables. Race was specified as a set of binary variables indicating white non-Hispanic, black non-Hispanic, Hispanic, and Asian American. Physician choice was measured by the question, "how much choice do you have in where you go for medical care?" Respondents indicating that they have "a great deal" or "some" were coded as having choice, and responses of "very little" or "no choice" were coded as no choice. In analysis of patient satisfaction, physician-patient race concordance was the primary independent variable.
The covariates were: not speaking English as the primary language, sex, age, income, education, and health insurance. "English as the primary language" is a binary variable which indicates that English is not the respondent's primary language. Sex was specified as a binary variable indicating male. Age is a continuous variable. Annual income was specified as a continuous variable. Education is a continuous variable coded as less than high school graduate, high school graduate, some college, college graduate, and more than college graduate. Health insurance is a set of binary variables indicating private insurance, Medicare, Medicaid, and uninsured.
RESULTS
In Table 2 displays the relationship between race of respondent and race of physician. The table shows that with the exception of Asian Americans, respondents were most likely to have a white physician. Other than white physicians, the second most common configuration was for Afncan American, Hispanic, and Asian American respondents to have physicians of their own racelethnic group. Twenty-one percent of African American respondents, 18.9 percent of Hispanic respondents, and 52.2 percent of Asian American respondents had physicians who were of the same race or ethnicity. In all, 46.8 percent of respondents were race concordant.
By far, the race group most likely to be race concordant with their physician was whites. However, Asian Americans were more likely to be race concordant than have a white physician. White respondents were 3.94 times more likely than Afncan American respondents and 4.53 times more likely than Hispanic respondents to have a physician of the same race. However, whites were only 1.64 times more likely to be race concordant with their physician than Asian Americans. Afncan American and Hispanic respondents were also more likely than whites to have physicians from minority groups other than their own. Nine percent of Afncan American and 9.5 percent of Hispanic respondents reported having an Asian American physician, while 7.1 percent of whites reported having an Asian American physician. 8.5 percent of African Americans and 9.3 percent of Hispanics reported having a physician of another race, compared with only 3.7 percent of whites. Of all groups, Asian American respondents were least likely to have a physician who was a non-Asian minority.
In Table 3 , we test whether patient's race is associated with doctor-patient race concordance within multivariate models. We used logistic regression since the response variable is binary. Model 1 is a weighted analysis based on the full sample including all race groups. The model shows that respondents belonging to the nonwhite raciallethnic groups were less likely to be race concordant with their physicians compared with whites, adjusting for sex, age, income, education, health insurance, and having the ability to select one's own doctor. Additionally, persons who had a choice in the selection of their physician and those for whom English is not the primary language were significantly more likely to be race concordant.
In Model 2 we examine correlates of race concordance among whites. The model contains the same set of variables as those in Model 1, with the exception of patient race. Age is associated with race concordance such that younger whites wsre more likely to be race concordant. Also, respondents who reported patient satisfaction rating for Asian/Pacific having a choice in the selection of their physi-Islander doctors compared with white doctors. cian were more likely to be race concordant. Asian American patients also reported less satWe then test the same set of independent isfaction compared with white patients. variables among African American respon-Respondents with higher incomes reported dents in Model 3. In this model we find that greater satisfaction. Additionally, physician among African Americans who reported hav-choice was associated with greater satisfacing at least some choice in selecting their tion, but English language was not. physician, there was a greater tendency to
In Model 2, we examine the correlates of select an African American doctor. Also, patient satisfaction among the white sub-samyounger African Americans were more likely ple. The model shows that among white to have an African American physician. respondents patient satisfaction ratings were Among Hispanics and Asian Americans, race significantly lower only for Hispanic and concordance is also predicted by physician AsianIPacific Islander physicians. White choice. Hispanics and Asian Americans for respondents did not report lower ratings of satwhom English was not the primary language isfaction for African American doctors were more likely to be race concordant.
(although the number of cases were small, n = Now we turn to an assessment of the effect 14). Doctor choice remains an important deterof race concordance on patient satisfaction. In minant in the white sub-sample, as does Table 4 we display a series of ordinary least income. Model 3 examines the independent squares multiple regression models for the full variables among African Americans. The sample, followed by models within each model shows that Afncan Americans who are raciallethnic sub-group. Model 1, specified for race concordant with their physicians reported the full sample, shows a significantly higher a higher level of satisfaction compared with patient satisfaction rating for African African Americans who had white or Asian American doctors and a significantly lower doctors. There is also a significant effect of physician choice on patient satisfaction. Additionally, older age was associated with greater satisfaction with care. Among Hispanics (Model 4), race concordance is associated with patient satisfaction. Hispanic respondents were significantly more satisfied if they had a Hispanic physician compared with doctors of all other race groups. Not spealung English as a primary language was not a significant correlate of patient satisfaction. Analysis testing for an interaction between race concordance and primary language among Hispanic respondents (analysis not shown) did not yield a significant effect. However, among Asian American respondents (Model 5), there was a significant effect of not being a primary English speaker on patient satisfaction. Also, Asian American respondents reported greater satisfaction with care if they were race concordant with their physician compared to having a white or Hispanic doctor. 
DISCUSSION
We examined a national sample of white, African American, Hispanic, and Asian American respondents to test the hypothesis that doctor-patient race concordance is associated with patient satisfaction. We first examined correlates of doctor-patient race concordance, and found that respondents who had the ability to choose their own doctor were significantly more likely to be race concordant with their physician compared with respondents that lacked choice in their physician. This was consistent for all raciallethnic groups. Additionally, with the exception of Asian Americans, everyone was most likely to have a white physician, and white respondents were significantly more likely to be race concordant than Afncan American, Hispanic, or Asian American respondents. Moreover, for Hispanic and Asian American respondents, if English was not their primary language, they were more likely to be race concordant with their physician.
Our analysis found support for the concordance-satisfaction hypothesis. Respondents of each racial and ethnic group reported the highest level of satisfaction if they were race concordant. Moreover, all respondents reported greater satisfaction with physicians from their own race. One caveat is that several doctorpatient combinations had fifteen or fewer respondents. (i.e., white, Hispanic, and Asian American respondents with African American physicians; Asian American patients with Hispanic doctors, and doctors of some "other" race group) Therefore, estimates for these categories may not be reliable (see Table 2 ).
The available data do not allow for a fiiller exploration of why patients choose to be race concordant with their physician. However, it is possible to speculate.-TO this end we present three hypotheses: (1) the intra-group connectedness hypothesis, (2) the internalized bigotry hypothesis, and (3) the experiential hypothesis.
That respondents of each raciavethnic group were more likely to select a physician of their on race or ethnicity may suggest that patients are more likely to trust and feel greater comfort with physicians of the same race group. The doctor-patient relationship is highly dependent upon trust (Thom 2001) . Patients may perceive that a physician of their same raciavethnic group will exercise a greater sense of agency with regard to their care. By agency we mean that healthcare providers will operate in patients' best interests (Mechanic and Schlesinger 1996) . If this is the case, the source of that trust among patients may be due to an intrinsic sense of connection to members of their own raciallethnic group. Patients may be associating their own sense of raciallethnic connectedness with greater trust in physicians of their own group (whether it is deserved or undeserved). Further research is needed to specifically address this possibility.
A second possibility is that race concordant patient preferences may be a manifestation of the internalization of broader societal racism. Thus, the preference for race concordance may be less a matter of in-group connectedness and more a matter of negative attitudes about outgroup members. Patients' preferences may be shaped by lingering distrust resulting from a historical context where doctor-patient encounters between race groups (when they occurred) were characterized by discrimination and inferior care. Additionally, physicians who were raciallethnic minorities were allowed to practice only on minority patients. Within such a context, racial and ethnic minorities may have come to prefer healthcare providers of their own raciallethnic group, and white patients may regard the care provided by nonwhite physicians to be of lower quality.
Alternatively, if greater patient trust among race concordant doctor-patient pairs does exist, the source of that trust may be experiential. Overt racial segregation and discrimination in health care has abated; however, numerous studies have found that less overt forms of discrimination persist (Schulman et al. 1999; van Ryn and Burke 2000; Todd, Samaroo, and Hoffman 1993; Todd et al. 2000) . Thus, patients may be reacting to their past experiences or the experiences of others, where physicians not of their same raciallethnic group have been less courteous or less engaging. Previous studies have found that physicians tended to rate minority patients more negatively than racial non-minorities. van Ryn and Burke (2000) found that physicians rated minority patients as less intelligent, less compliant, and more likely to engage in risky health behaviors. Such attitudes may be perceived by patients via nonverbal cues or verbal tone or inflections.
In addition to negative experiences driving patients to preferences for race concordance, patient's may prefer race concordance because of positive experiences. Previous research suggests that patients tend to choose physicians based on their perception of the physician being knowledgeable, interested in patient's concerns, the amount of time spent with patients, and having good interpersonal communications skills (Hill and Gamer 1991) . Saha et al. (2000) found that patients were more likely to attribute these qualities to physicians of their same raciallethnic group, and Cooper-Patrick et al. (1999) demonstrated that both African American and white patients rated their doctor visits as more participatory if they were race concordant with their physician.
Whether patient preferences for race concordance with their physician is caused by internalized bigotry, feelings of intra-group connectedness, or previous experiences will lead to different paths for policy. If race concordance preferences result from greater trust rTAL OF HEALTH AND SOCIAL BEHAVIOR and comfort among persons of similar cultural groups, then this argues for the continuation of efforts to increase racial and ethnic diversity among the ranks of healthcare providers. If race concordance preferences are motivated by bigotry then the solution lies in the furtherance of broader social reforms regarding societal norms for racial tolerance. However, if the etiology of the race concordance preference is a reaction to past experiences within the healthcare system, then the reforms should be more narrowly focused on the educational process for healthcare providers or the process of selecting persons for training as healthcare providers.
While it is clear that patients prefer physicians of their same race or ethnicity if given the opportunity, our analyses did not examine the effect of race concordance on quality of care, patient compliance, or utilization of medical services. Previous studies have found that patient satisfaction is associated with each of these important health-related outcomes (Litt and Cuskey 1984; Carlson and Gabriel 2001; Ivanov and Flynn 1999) . However, whether race concordance is predictive of health services utilization and whether patient satisfaction mediates or moderates this relationship has not been assessed. Analyses of these questions, in combination with the present study, will form a stronger basis to form policy implications.
It has been projected that racial and ethnic minority populations in the United States will be an increasingly larger and, eventually, by mid-century, a majority of the United States population. As patients tend to prefer physicians of their own racial or ethnic group, the demand for minority physicians will likely increase in the coming decades. However, as Libby et al. (1997) has demonstrated, at the current rates of production, the supply of minority physicians will fall short of future demand. These trends foreshadow a probable decreased likelihood of race concordance for African Americans and Hispanics in the fiture, a reduction of satisfaction among minority patients, and perhaps a decline in quality of care among minorities. The avoidance of these outcomes can be achieved by increasing minority physician production, while placing greater emphasis on improving the ability of physicians to interact with patients who are racially, ethnically, or otherwise culturally different than they are.
